Possible Prevention of Tick-Borne Relapsing Fever in Patients Infected with Borrelia recurrentis
Legend. Different treatment courses for travellers highly suspected of being infected with Borrelia recurrentis. No t Some of the travellers in Groups III and IV had minor signs of TBRF (headache and low grade fever).
COLLEAGUES -Some areas in the northern part of the Israel desert (Negev) are known to be endemic for Borrelia recurrentis infection [1] (tick-borne relapsing fever). Four groups of subjects, aged 18-21 years, had an overnight stay in a few caves along a small valley in this area. The groups camped separately overnight in the same caves within an interval of four weeks. After an overnight stay in the caves, 50% of the individuals in each group found ticks or had signs of tick bites on their bodies. Most actually noted the ticks biting them. Fifteen (52%) of 29 subjects in groups I and II had signs of bites. Four to five days later, 12 of them developed fever (>39 C), rigors, headache, anorexia, nausea, vomiting, and generalized muscular pain. The clinical diagnosis of tick-borne relapsing fever was confirmed by dark-field microscopy of fresh blood samples (12 patients) or serologically (proteus OXK agglutination test) in the three patients in whom spirochete was not identified in the blood. Tetracycline (Tevacycline; Teva Ltd, Jerusalem) [2, 3] was administered in a dose of 2.0 g/day for seven days and all of the patients recovered. Following this experience, 13(46%) of 28 individuals (groups III and IV) were given tetracycline (1.0 g/day) Please address requests for reprints to Dr. Eithan Galun, Department of Medicine A, Hadassah University Hospital, Ein Kerem, Jerusalem 91120, Israel for three to five days, 24-48 hr after evidence of tick bites. Only two of these 13 subjects developed fever « 38C) for one day and three had headache for about two days. None of them developed overt symptoms and signs of tick-borne relapsing fever as observed in the subjects from groups I and II. It would appear that a 'short-term, low-dose course of tetracycline may have prevented the appearance of the disease following a tick bite.
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Leukonychia Partialis in Kawasaki Disease COLLEAGUES-We wish to call attention to what we believe is a hitherto undescribed association between leukonychia partialis and Kawasaki disease (mucocutaneous lymph node syndrome). Periungual desquamation has been noted in this disease, but abnormalities of nail color have not been reported.
We have recently seen three patients, who met all the criteria ) . Examination of the patients' nails showed that most fingernails and some toenails were abnormally white proximally, with a distinct sharp 2-4 mm transverse band of normal pink nail distally. The free edge of the nail was of normal white color and the nails were of normal texture. The color changes persisted for four to seven days.
Leukonychia (white nails) has been divided into four types: total, partial, striate, and punctate. All but the punctate type may be hereditary (autosomal dominant) or acquired. Our patients had nail abnormalities typical for leukonychia partialis of the acquired type, since color changes had not been noted be- fore the present illness and were transient. This type of leukonychia has been associated with tuberculosis, arteriosclerosis, nephritis, Hodgkin's disease, chilblains, metastatic carcinoma, anemia, and hepatic cirrhosis [1, 2] . Most researchers agree that it is caused by abnormal keratinization [2] [3] [4] . Some [2] postu-Correspondence late that altered vascular patterns of the nailbed or intravascular changes (anemia and hypoproteinemia) may also lead to increased whiteness of the nail. Since our patients were not anemic or hypoproteinemic, we suggest that vasculitis was the cause of leukonychia partialis. Although the heart and coronary arteries are mainly involved in Kawasaki disease, other small and medium-sized arteries may exhibit intimal thickening, round cell infiltration, and, rarely, fibrinoid necrosis [5] . According to Kawasaki et al. [6] an arteritis similar to that seen in infantile periarteritis nodosa and accompanied by coronary thrombosis and aneurysm was found in 13 autopsy cases. We would welcome correspondence from others who have seen nail color abnormalities in Kawasaki disease.
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